Attachment C-1 must accompany this form to receive reimburement from NCPRO.

RECIPIENT COMPLETION INFORMATION: Upload completed form to the following website:

PART A: Summary of Funding Received and Spent

ATTACHMENT C-2: NCPRO Coronavirus grant
Monthly Reimbursement Request

https:,

ncosbm.sharefile.com/r-r2d709de9f9a47889
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PART B: Detailed Expense (In lieu of completing Part B manually, detailed information can be exported from your systems in Excel or .CSV format, however, at minimum, the requested fields must be provided)
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